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Introduction
A patient developed infective endocarditis (IE) sec-
ondary to an infected intravenous cannula. This was
complicated by mycotic aneurysms of the popliteal
artery and the tibioperoneal trunk as well as mycotic
intracerebral abscesses. Routine brain imaging diag-
nosed the intracerebral abscesses allowing appropriate
antibiotic therapy.
Case History
A 60-year-old male presented with vomiting and
dehydration. He had a peripheral intravenous cannula
inserted to facilitate rehydration. Forearm cellulitis
developed at the cannulation site and subsequently
fever with an elevated white cell count. The cannula
was removed and blood cultures were performed,
which grew methicillin resistant Staphylococcus aureus
(MRSA). A transthoracic echocardiogram was per-
formed as his fever failed to resolve, which demon-
strated a mitral valve vegetation. Appropriate
intravenous antimicrobial therapy was prescribed for
IE (vancomycin).
There was initial clinical improvement, but he was
found to have a pulsatile swelling in the right popliteal
fossa during the 5th week of treatment. A duplex
ultrasound and subsequent perfemoral angiogram
revealed isolated popliteal artery and tibioperoneal
trunk aneurysms (see Fig. 1). Although there was no
clinical evidence of neurological involvement, a
computerised tomogram (CT) of his brain was
performed to search for additional evidence of mycotic
embolisation and revealed two intracerebral abscesses
(see Fig. 2). The patient’s antibiotic regimen was,
therefore, extended to include both fusidic acid and
chloramphenicol. Serial CT scans showed resolution of
these abscesses while a further transoesophageal
echocardiogram showed no persisting valvular veg-
etations. Repair of the peripheral aneurysms were
performed, via the posterior approach. The aneurysms
were excised and revascularisation was performed
using a reversed interposition vein graft and end to
end anastomosis. The excised aneurysm tissue was
sent for culture but no organisms were found. The
patient made an uneventful recovery.
Discussion
The simple act of intravenous cannulation can have
devastating consequences. Hospital acquired IE
accounts for less than 1% of all nosocomial infections;
however, it is associated with significant morbidity.1
Over the past decade, Staphylococcal aureus has become
the predominant organism underlying nosocomial IE
(being precipitated by an infected intravascular device
in 88% of cases)2 and now accounts for approximately
50% of all such episodes.3
The diagnosis of IE has traditionally been suggested
by fever in a patient with a cardiac murmur but
should be suspected in all patients with evidence of
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bacteraemia and fever persisting after 72 h of appro-
priate antibiotics. Transoesophageal echocardiogra-
phy remains the most conclusive non-invasive
diagnostic tool, allowing identification of valvular
vegetations. However, trans-thoracic imaging remains
a cost-effective means of excluding low-probability
cases.
Systemic embolisation complicates between 22 and
50% of cases of IE, with the central nervous system
(CNS) being the most frequently affected site (up to
65% of embolic events involve the CNS, manifesting
clinically in 20–40% of patients4). Although prediction
of migration remains difficult routine CT surveillance
of the brain may allow inclusion of antibiotics that
specifically traverse the blood brain barrier.
Mycotic peripheral arterial aneurysms are infre-
quent.5 Such aneurysms present with either local
inflammatory symptoms, appropriate symptoms of
occlusion of that vascular territory or with distal
emboli. The first principal of successful management
is to treat the source of the infectious emboli with
intravenous antibiotics and valvular replacement if
appropriate. If adequate collaterals exist the aneur-
ysmal artery can be excised and ligated, however, if
bypass is necessary autogenous material should be
used to decrease the infectious risk.
References
1 Delahaye F, Rial MO, de Gevigney G, Ecochard R, Delaye J. A
critical appraisal of the quality of the management of infective
endocarditis. J Am Coll Cardiol 1999; 33:788–793.
2 Giamarellou H. Nosocomial cardiac infections. J Hosp Infect
2002; 50:91–105.
3 Fowler Jr VG, Li J, Corey GR et al. Role of echocardiography in
evaluation of patients with Staphylococcal aureus bacteremia:
experience with 103 patients. J Am Coll Cardiol 1997; 30:1072–1078.
4 Roder BL, Wandall DA, Esperson F, Frimodt-Moller N,
Skinhoj P, Rosdahl V. Neurologic manifestations in Staphylococ-
cus aureus endocarditis: a review of 260 bacteremic cases in
nondrug addicts. Am J Med 1997; 102:379–386.
5 Reddy DJ, Ernst CB. Infected aneurysms. In: Rutherford RB, ed.
Vascular surgery. Philadephia: WB Sauders, 1989: 983–996.
Accepted 25 May 2004
Fig. 1. Perfemoral angiogram of the right leg, demonstrating
multiple mycotic aneurysms of the distal popliteal artery
and the tibioperoneal trunk.
Fig. 2. CT brain showing abscesses in the left occipital lobe
and left parietal lobe.
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